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Abstract
Background: It is important that community-based health insurance (CBHI) schemes are designed in such a way as to 
ensure the relevance of the benefit packages to potential clients. Hence, this paper provides an understanding of the 
preferred benefit packages by different economic status groups as well as urban and rural dwellers for CBHI in 
Southeast Nigeria.
Methods: The study took place in rural, urban and semi-urban communities of south-east Nigeria. A questionnaire was 
used to collect information from 3070 randomly picked household heads. Focus group discussions were used to 
collect qualitative data. Data was examined for links between preferences for benefit packages with SES and 
geographic residence of the respondents.
Results: Respondents in the rural areas and in the lower SES preferred a comprehensive benefit package which 
includes all inpatient, outpatient and emergencies services, while those in urban areas as well as those in the higher 
SES group showed a preference for benefit packages which will cover only basic disease control interventions.
Conclusion: Equity concerns in preferences for services to be offered by the CBHI scheme should be addressed for 
CBHI to succeed in different contexts.
Background
Many countries have implemented cost recovery systems,
such as user fees, as a supplementary financing approach
for health care services and this has raised concerns over
equity and access to health care for the poor, and the
search for "complementary financing solutions contin-
u e s "  [ 1 ] .  T h e  C o m m i s s i o n  o n  M a c r o e c o n o m i c s  a n d
Health however recommends that out-of-pocket expen-
ditures by poor communities should be channeled into
community financing schemes to help cover the costs of
community-based health delivery [2].
CBHI schemes have been around for a long time and in
some cases have evolved out of traditional risk pooling
mechanisms (such as the tontine in West Africa). A 1997
review identified 81 documented (CBHF) community
based health-financing schemes throughout the world,
with the majority in sub-Saharan Africa and Asia [3]. The
number of CBHI initiatives is growing rapidly in sub-
Saharan Africa. In West Africa, for example, the number
of CBHI programs grew from 199 in 2000 to 585 that cov-
ered 1.5 million people in 2003 [4].
Previous studies have identified four main types of
community based financing schemes [5]. These include:
(i) community managed user fees where user fees relying
on out-of-pocket health care payments are collected at
the point of health care utilization; (ii) Community pre-
payment schemes where the community collects pay-
ments (in cash or kind) in advance, manages the funds
collected, and pays the health care providers on behalf of
its subscribers; (iii) Community provider-based health
insurance where a provider serving a particular commu-
nity collects the prepayments himself or herself from the
subscribers and provides the needed health care to the
subscribers; and (iv) Linked community health revolving
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fund - in this case the community acts as the agent of the
government or social health insurance in reaching out to
rural and excluded communities through contracts or
some form of agreement [5]. Based on the Nigerian
national health insurance scheme (NHIS) guidelines, and
some other studies, the community pre-payment not-for-
profit scheme has been proposed to be most relevant in
Nigeria and in other "low income countries" [6,7] because
it enables the members to decide on how and when to pay
their premiums so that the scheme is responsive to their
needs.
The use of community prepayment schemes has drawn
a lot of interest in international health policy debates [8].
The fact that in many schemes communities participate
in the process of defining the benefit package to be cov-
ered in advance (what to buy, in what form, and what to
exclude) is a strength of CBHI [3]. Despite the appealing
attributes of CBHI schemes, several operational difficul-
ties have limited the success of several schemes [9]. Many
of the shortcomings of CBHI relate to problems with
scheme design, weak management and a lack of institu-
tional capacity [3,10,11]. In Nigeria, such challenges
could include scarcity of resources, limited experience
with insurance mechanisms to pool and manage risk, and
inefficient revenue collection, pooling and resource allo-
cation and purchasing [12].
Poor access to health services and the predominant use
of out of pocket payments and user fees as major forms of
health financing has further worsened the health status of
Nigerians making it difficult for the poor to get good
healthcare and further impoverishing the people. This
necessitated the creation of the Nigerian Health Insur-
ance Scheme which is currently being implemented and
was established to improve the health of Nigerians at an
affordable cost. The benefit packages offered include
basic outpatient and inpatient care, maternal and child
health services etc though this only covers the formal sec-
tor. However the NHIS incorporates a community based
financing scheme in order to take care of the informal
sector [7].
To design a benefit package which is affordable, equita-
ble and sustainable that will satisfy a varied number of
persons has proven to be challenging because most CBHI
schemes offer across board one benefit package [13],
which mostly comprises curative services, generic drugs
and uncomplicated deliveries [14]. This is because most
insurers are not willing to take costly risks for small
schemes largely because it endangers solvency when the
number of claims rise [15]. And moreover to increase the
benefit package will lead to an increase in the premium
being paid.
Some studies in rural India have drawn attention to the
fact that most schemes cover only primary care services
and some form of hospital coverage [16,17] but when the
participants were asked to choose, they preferred benefit
packages which covered high aggregate costs like outpa-
tient and inpatient admissions, drugs and laboratory tests
regardless of the fact that they may not need those ser-
vices frequently but felt it was important to them. [18].
This was observed in a scheme where referral services
were offered and most of the participants chose cesarean
section as one of the benefit packages [19].
It is important to carry along or seek the opinion of the
participants in terms of benefit packages, premiums and
also in defining conditions of the scheme, as previous
studies have highlighted, the constant disagreement
about what the poor want most - whether protection for
emergencies, primary health care, drugs, surgeries, hos-
pitalization or even transport cost [20]. If preferences are
not determined, making benefit packages all inclusive
(for example including HIV and Tuberculosis care) could
result in adverse selection [20].
When CBHI schemes are developed, it is important
that they are designed and implemented in such a way as
to ensure the relevance of the benefit packages to benefi-
ciary communities [5,21]. A review of 82 non-profit
health insurance schemes for people outside formal sec-
tor employment in developing countries observed that
very few of these schemes covered large populations or
even covered high proportions of the eligible population
[3]. For example, in a subset of 44 schemes the median
percentage of the eligible population covered was 24.9%;
13 schemes had a coverage rate below 15%; and 12
schemes had a coverage rate above 50% [3].
The scope of benefit package offered by a CBHI affects
the community response to its introduction, acceptabil-
ity, enrollment and overall sustainability [21]. Pooling of
risks within a community will vary along a spectrum cov-
ering two dimensions [22]. At one extreme in the spec-
trum of alternatives, a scheme could cover only very
expensive medical care events that occur rarely (e.g., non-
elective inpatient surgery) and at the other extreme, a
CBHI scheme could cover only inexpensive medical care
events that occur frequently (e.g., routine ambulatory
consultations) [4,22,23]. Some CBHI schemes cover some
combination of these extreme forms of risk pooling
[21,22].
In order to enhance the potential of planned pro-
grammes to succeed, it is good practice to carry out stud-
ies to examine the feasibility of implementing such
programmes. Using hypothetical scenarios, such studies
can provide relevant information that will strengthen the
programme design and implementation strategies. This
paper examines the services that households being
offered a hypothetical CBHI scheme would want to be
included in the benefit package.Onwujekwe et al. BMC Health Services Research 2010, 10:162
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Methods
Study Area
The study took place in Enugu and Anambra states,
southeast Nigeria. Enugu State has a population of
3,257,298 within a total area of 7,618 sq. km [24]. Enugu
state is a well developed coal mining, commercial, finan-
cial and industrial centre, with a booming economy and
vast investment opportunities [25]. Anambra state with
its capital at Awka has a total population of 4,182,032 in a
land area of 4,416 sq. km, giving an average density of 633
persons per sq. km. The people of the state are resource-
ful, hardworking, sociable, accommodating and are
reputed for their business acumen [26].
Study context and description of hypothetical CBHI scheme
The CBHI scheme that was explained to the respondents
was the community prepayment type where a commu-
nity-appointed committee collects payments prospec-
tively from clients, manages the funds and purchases
health care for clients from designated providers in the
community. The choice of this form of CBHI was based
on the fact that many communities in the study area usu-
ally undertake community development activities
through management committees selected and empow-
e r e d  b y  c o m m u n i t y  m e m b e r s ,  a s  w a s  t h e  c a s e  i n  t h e
implementation of a district health system in Enugu state
[27]. The committee would be regulated and managed by
the government authorities. However, Anambra state is
implementing a pilot CBHI scheme in 10 rural communi-
ties, which were excluded from this study. The benefit
package used in the scheme would include preventive,
curative and promotive services. Services would be deliv-
ered by health providers within the community registered
with the scheme (including primary health centers,
licensed patent medicine sellers, pharmacies and labora-
tories). An explanation of the benefit packages was given
in detail to the respondents. By benefit package we mean
a range of services an individual will be willing to pay for
if he or she is enrolled in the health insurance scheme.
Benefit package is considered comprehensive if it covers
everything (including all inpatients and outpatient ser-
vices and emergencies but the inpatient care will be lim-
ited to 45 days per year in a standard ward). The benefit
package may be partial where it covers only a few diseases
that are most common in the area including malaria,
typhoid, diarrhea, TB and hypertension.
Study Design
This was a cross-sectional study using a pre-tested inter-
viewer-administered questionnaire (Additional file 1) to
collect information from randomly selected households.
There were also focus group discussions (FGDs) with
community members. The study was conducted in three
communities in each state. These were an urban, a semi-
urban and a rural community. The selection of the three
different types of communities was done to present a
broad picture of acceptability of CBHI in different set-
tings. In Anambra state; Awka (urban), Amawbia (semi-
urban) and Amansea (rural) were used as the study areas.
In Enugu state; Uwani (urban), Iji-Nike (semi-urban) and
Amokwe (rural) were the study communities.
Focus group discussion (FGD)
In each study site, FGDs were stratified by sex (male and
female). The combination yielded a total of 2 FGDs per
site and 12 in total. There were about 9-10 members in
each FGD and each lasted between45 and 60 minutes.
The participants were purposively selected so that all sec-
tions of each community were represented. A question
guide was used to elicit information on the theme of the
study which was used to understand the factors that
explain acceptability and preferences for the benefits
offered by CBHI.
Household Survey
The interviewers were trained over a period of three
weeks so as to ensure their mastery of the questionnaire
and on issues about health insurance. The questionnaire
was administered to respondents from a total of 3070
households. A minimum sample of 500 households was
drawn from each community using simple random sam-
pling technique. Adequate sample size was determined,
using a power of 95% confidence level and utilization rate
of health facilities of 20%. In order to account for refusals,
the sample size was increased to 520 for each study com-
munity giving a total of 3120 households.
The heads of households or the most senior member of
the household from the selected households were inter-
viewed. The meaning of health insurance, CBHI and the
purpose of the study was explained to the respondents.
All areas of concern or confusion about the study were
then clarified by the interviewers, after which consent
was obtained. Data was collected on the demographic
and socioeconomic characteristics of the population. The
ranking of preferences for benefit package was deter-
mined thereafter. However the brief explanation about
health insurance and its attributes was provided to the
respondents before determining their levels of prefer-
ences. They were asked to rank their preferences for the
different health insurance benefit packages on a scale of 1
(least preferred) to 5 (most preferred). A monthly pre-
mium rate of 500 Naira was proposed to the respondents
and they were now asked how much they would be will-
ing to pay. Their WTP was elicited using the bidding
game question format of the contingent valuation
method. The questions were structured in English Lan-
guage for the elicitation of information from the respon-
dents and translated to the native Igbo language for
actual questioning.Onwujekwe et al. BMC Health Services Research 2010, 10:162
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Data Analysis
The data was merged to give data sets for urban, peri-
urban and rural areas. Data was examined for links
between key dependent variables with socio-economic
status (SES) and geographic location of the respondents.
Principal component analysis technique was employed to
generate a socio-economic status index [28] which was
used to categorize households into quartiles: Q1 (most
poor); Q2 (very poor); Q3 (poor) and; Q4 (least poor) for
examination of SES differences in the variables. This
index was generated using information gathered from the
participants on ownership of a radio, television, refrigera-
tor, bicycle, motor car, and motorcycle together with the
weekly per capita cost of food. Data analysis was done
using STATA and SPSS software.
Comparison between the three geographic locations
was used to examine for geographic differences. Content
analysis was used to analyse the FGD data.
Ethical Clearance
This research was approved by the ethical clearance com-
mittee of the College of Medicine University of Nigeria,
Enugu Campus Enugu State Nigeria.
Results
Socio-demographic characteristics of the respondents
Table 1 shows that in the overall sample of 3070, most of
the respondents from the six study communities were
male heads of households (61.7%), were in their forties,
main income earners (83%) and main decision makers
about household expenditures (84.7%). The table also
shows that the average number of household residents
was five people in the six study areas.
Health care benefits expected from CBHI (FGD)
The respondents mentioned a lot of benefits as follows:
Proper treatment with less amount of money; would not
need to have money at hand before going to the hospital;
could easily take any member of my family to the hospi-
tal; will reduce patronage of informal providers; will
ensure quick access to hospital if our children are sick;
and would help the poor live longer.
According to some of the discussants: What we are
hoping to benefit from the project is that when you or your
child falls sick and if you don't have money, it will serve as
shock-absorber to the family (FGD Female Per-urban
community)
If the community can organize the CBHI in such a way
that maternity issues will be given attention so that child
birth will no longer be a matter of life and death because
this is a problem (FGD Male urban community)
Preferences for benefit packages
Table 2 shows that the highest ranking was for a benefit
package that will cover everything (i.e. disease control,
outpatient and inpatient services, and emergencies), fol-
lowed closely by a benefit package that will cover only
out-patient services.
In the FGD, the consensus opinion of the participants
was that CBHI should cover both out-patient visits and
in-patient stays. The consensus opinion was also that the
benefit package should include common communicable
(TB, chicken pox, malaria, Typhoid fever, whooping
cough, measles etc and non-communicable ( hyperten-
sion, diabetes, cancers, injuries, accidents, etc.) diseases.
Table 3 shows that the strength of preference for a com-
prehensive benefit package was highest in the rural areas.
The urban dwellers showed higher preferences when
compared to peri-urban and rural dwellers for a benefit
package that will cover only basic disease control inter-
ventions (This will cover the prevention and treatment of
common illness such as malaria, typhoid, diarrhea etc).
The most-poor SES showed higher preferences for bene-
fit package that will cover everything. Conversely, the
least poor SES group had the least score for the compre-
hensive benefit package and one of the highest scores for
a benefit package that will cover only basic disease con-
trol interventions.
Table 1: Socio-demographic characteristics of the respondents by communities
Variables Awka
n = 500
Amawbia
n = 500
Amansea
n = 500
Uwani
n = 515
Iji-Nike
n = 555
Amokwe
n = 500
Male household head: n (%) 334 (66.8) 263 (52.6) 313 (62.6) 180 (35.0) 404 (72.9) 401 (80.2)
Whether respondent is main income 
earner: n (%)
460 (92.0) 386 (77.2) 463 (92.6) 233 (45.2) 526 (94.8) 480 (96.0)
Whether respondent is main decision-
maker: n (%)
457 (91.4) 398 (79.6) 469 (93.8) 252 (48.9) 545 (98.2) 481 (96.2)
Sex (Male): n (%) 352 (70.4) 270 (54.0) 309 (61.8) 183 (35.5) 403 (72.6) 397 (79.4)
Mean number of household residents 
(SD)
4.93 (4.91) 5.09 (4.87) 4.93 (2.85) 5.49 (2.49) 5.48 (4.25) 5.42 (2.16)
Mean age( years) of respondent (SD) 44.76 (15.43) 47.26 (14.58) 43.71 (11.24) 41.65 (12.96) 41.85 (12.08) 49.16 (12.44)Onwujekwe et al. BMC Health Services Research 2010, 10:162
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Discussion
The finding that most people preferred a benefit package
that covers everything including all in-patient and outpa-
tient services is not surprising. Previous studies similarly
found strong preferences for inclusion of high-cost health
services such as surgical operations as well as low cost
items such as essential drugs and consultation fees [5].
The preferred benefit package may not be actualized in
the actual implementation because they will be based on
the financial resources available for running the scheme
which is dependent on the number of people enrolled and
premiums paid by members of the scheme. However,
health care benefit packages covering the major causes of
ill-health in a target community should be encouraged,
since they ensure that those in need derive optimal bene-
fit from health services and receive value for the money
spent on these services [22].
Next to covering everything option, most respondents
preferred for the CBHI with benefit package to cover only
outpatient services. This may be because outpatient ser-
vices only may be seen as the common health care need
of most households. This is strengthened by the finding
that the package covering only the inpatient services had
the least proportion of people who preferred it most,
indicating that inpatient services may be the lowest item
in the priority list if the establishment of a CBHI scheme
is contemplated in areas where limited funds need to be
used effectively. This must however be done with caution
since results from studies in Asia indicate the best finan-
cial protection is provided by widespread risk pooling,
minimal user fees and benefit packages that cover hospi-
talization [29].
Irrespective of the package covering various health ser-
vices finally selected, the basic benefits of financial risk
protection, quick access to care and benefits, and reduc-
tion in cost of treatment must be ensured in the scheme
design once the target population accepts the idea of the
CBHI scheme [30]. This will promote long term trust in
the scheme, which is necessary for sustainability of such
schemes. More importantly, the process of making deci-
sions on the benefit package must involve the people as
insurance schemes have been known to have had to
repeatedly review the benefit package and premiums
upon receiving opinions of their beneficiaries [2].
Table 2: Average ranking of preferences for different CBHI benefit packages in the three types of communities
Variables Urban
Mean (SD)
Peri-urban
Mean (SD)
Rural
Mean (SD)
X2 (p-value)
a.Covers everything 4.1 (1.2) 4.0 (1.2) 4.3 (1.2) 25.1 (p < .05)
b.Covers only basic disease control 3.0 (1.2) 2.6 (1.3) 2.7 (1.2) 76.3 (p < .05)
c.Covers only outpatient services 3.4 (1.2) 3.9 (1.2) 3.6 (1.0) 133.2 9p < .05)
d.Covers only inpatient services 1.8 (1.0) 2.1 (1.0) 1.9 (1.0) 60.4 (p < .05)
e.Covers only emergencies 2.6 (1.3) 2.4 (1.1) 2.6 (1.2) 14.3 (p < .05)
a*all inpatient and outpatient services and emergencies
b* prevention and treatment of common illnesses such as malaria, typhoid, diarrhea, etc
c* outpatient care including necessary consumables such as essential drugs and essential diagnostic tests, maternity care for up to four live births, 
preventive care such as immunization, health education, family planning antenatal and postnatal care, cosulation with specialist such as 
paediatricians, obstetricians, gynaecologists and general surgeons
d*Hospital care in a standard ward for stay limited to 45 days per year
e* emergency obstetric care , accidents and traumas, medical emergencies such as diabetic coma, stroke and heart attack
Table 3: Average ranking of preferences for different CBHI benefit packages by socio-economic status (SES)
Variables Q1 (most poor)
Mean (SD)
Q2 (very poor)
Mean (SD)
Q3 (poor)
Mean (SD)
Q4 (least poor)
Mean (SD)
X2
(p-value)
Covers everything 4.2 (1.2) 4.2 (1.2) 4.2 (1.2) 4.0 (1.2) 11.9 (p < 
.05)
Covers only basic disease control 2.6 (1.2) 2.7 (1.2) 2.8 (1.3) 2.8 (1.2) 16.7 (p < 
.05)
Covers only outpatient services 3.7 (1.1) 3.8 (1.1) 3.5 (1.2) 3.6 (1.3) 16.1 (p < 
.05)
Covers only inpatient services 1.9 (1.0) 1.9 (1.0) 2.0 (1.1) 2.0 (1.0) 4.8 (p > .05)
Covers only emergencies 2.6 (1.3) 2.4 (1.2) 2.5 (1.2) 2.6 (1.3) 9.5 (p < .05)Onwujekwe et al. BMC Health Services Research 2010, 10:162
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Limitations
The different benefit packages had no price tag attached
to each of them which might not give the respondents a
clear picture of which package to choose. However all the
respondents were informed of the different monthly pre-
miums they might have to pay and were also made to
understand that the benefit packages were tied to the pre-
miums and the more comprehensive the package the
higher the premium this information. This is a hypotheti-
cal willingness to pay study and may not reflect actual
practice. A follow up study following introduction of the
scheme in the study area will provide very useful infor-
mation about revealed preferences. Again the paper was
only interested in the benefit packages the potential ben-
eficiaries would want included in the CBHI scheme when
in operation so the analysis did not consider the wealth
quartiles and their particular preferences in the three
types of communities used in this study. Furthermore, the
use of durable assets in generating the index for both
rural and urban is a limitation; however, the study applied
a common denominator in assessing wealth in southeast
Nigeria (rural or urban) which is based on durable assets
and household weekly food consuption as used in this
study.
Future studies: Discreet choice experiment (DCE) with
price tagged to different benefit packages; Differential
WTP for different benefit packages.
Additional material
Competing interests
The authors declare that they have no competing interests.
Authors' contributions
OO conceived the study. All the authors participated in data collection and
analysis. OO and NU wrote the manuscript with input from all the authors. All
authors read and approved the final manuscript
Acknowledgements
This study received financial support from the African Regional Office of the 
World Health Organization (AFRO), Brazzaville.
Author Details
1Department of Health Administration and Management, College of Medicine, 
University of Nigeria, Enugu-Campus, PMB 01129, Enugu, Nigeria, 2Health 
Policy Research Group, Department of Pharmacology and Therapeutics, 
College of Medicine, University of Nigeria, Enugu-Campus, Enugu, 
3Department of Community Medicine, College of Medicine, University of 
Nigeria, Enugu-Campus, Enugu, 4Department of Preventive Dentistry, College 
of Medicine, University of Nigeria, Enugu-Campus, Enugu, 5World Health 
Organization, African Regional Office, Brazzaville and 6World Health 
Organization, Nigeria Country Office, Abuja, Nigeria
References
1. Partners for Health Reform plus [PHR plus]: 21 questions on CBHF an 
overview of Community based health financing "Recommendations 
for Action," International Conference on Social Insurance in 
Developing Countries, Berlin.  2005 [http://www.shi-conference.de].
2. World Health Organisation: Macroeconomics and Health: Investing in 
health for economic development.  In Report of the Commission on 
Macroeconomics and Health World Health Organization, Geneva; 2001. 
3. Bennett S, Creese A, Monasch R: Health Insurance Schemes for people 
outside Formal Sector Employment.  In Document WHO/ARA/CC/98 1 
World Health Organisation, Geneva; 1998. 
4. Bennett S: The role of community-based health insurance within health 
care financing system: A framework for analysis.  Health Policy and 
Planning 2004, 19:147-158.
5. Dong H, Kouyate B, Cairns J: Differential willingness of household heads 
to pay community-based insurance premia for themselves and other 
household members.  Health Policy and Planning 2004:120-126.
6. Palmer N, Mueller D, Gilson L, Mills A, Haines A: Health financing to 
promote access in low-income settings-how much do we know?  
Lancet 2004, 364:1365-70.
7. Nigerian National Health Insurance Scheme guidelines:  [http://
www.nhis.gov.ng]. accessed 12/4/10
8. Goudge J, Molyneux S, Russell S, Gilson L, Hanson K: Introduction CREHS 
Exchange Newsletter No.2. London.  London School of Hygiene and 
Tropical Medicine 2007.
9. Ichoku HE, Fonta W: The distributive effect of health care financing in 
Nigeria.  In PEP Working Paper, No 2006-17 University of Laval, Canada; 
2006. 
10. Preker A, Dror D: Rich-Poor differences in health care financing.  In 
Health financing for Poor People: Resource Mobilization and Risk Sharing 
Edited by: Preker A, Carrin G. The World Bank, Washington, D.C; 2004. 
11. Pannarunothai S, Srithamrongsawat S, Kongpan M, Thumvanna P: 
Financing reforms for the Thai health card scheme.  Health Policy and 
Planning 2000, 15:303-311.
12. Onwujekwe O, Velenyi E: Feasibility of voluntary health insurance in 
Nigeria.  Washington DC: The World Bank 2006.
13. Tabor SR: Community-Based Health Insurance and Social Protection.  In 
Social Protection Discussion Paper No. 0503 World Bank. Washington, D.C; 
2005. 
14. Partners for Health Reform plus (PHR plus): MHOs and reproductive 
health: using mutual health organizations to promote reproductive 
health. Partners for Health Reform plus.  Abt Associates Bethesda MD 
2004.
15. Dror D: Health insurance and reinsurance at the community level.  
Edited by: David Dror, Alexander Preker. Social reinsurance: a new 
approach to sustainable community health financing, Geneva, ILO & 
Washington, the World Bank; 2002. 
16. International Labour Organization: Women organizing for social 
protection: The Self employed Women's Association's Integrated 
Insurance Scheme, India. Geneva.  ILO 2002.
17. Ranson K, Bennett S: How can central governments help further social 
goals through microinsurance?  In Social reinsurance: a new approach to 
sustaining community health financing Edited by: Dror DM, Preker AS. 
Geneva: ILO, and Washington, DC: World Bank; 2002. 
18. Dror DM, Koren R, Ost A, Binnendijk E, Vellakkal S, Danis M: Health 
insurance benefit package prioritized by low-income clients in India: 
three criteria to estimate effectiveness of choice.  Soc Sci Med 2007, 
64:884-96.
19. Soors W, Maria-Pia Waelkens, Bart Criel: Community health insurance in 
sub-Saharan Africa: Opportunities for improving access to emergency 
obstetric care?  Studies in HSO&P 2008 [http://www.itg.be/itg].
20. Rijneveld K: User Fees or Community Based Health Insurance.  2006 
[http://knol.google.com/k/wouter-rijneveld/community-based-health-
insurance/kx9uxt616wnq/5].
21. Poletti T, Balabanova D, Ghazaryan O, Kamal-Yann M, Kocharyan H, 
Arekelyan K, Hakobyan M: Options for scaling up community-based 
health insurance for rural communities of Armenia. Health System 
Additional file 1 Household Questionnaire. Contains a household ques-
tionnaire on feasibility of community based health insurance. It contains 
demographic information of the respondent, health seeking pattern of the 
household, payment and payment coping mechanisms. It also contains 
questions about acceptability and willingness to pay for CBHI scheme, per-
ceptions about the scheme and preferences for different benefit packages. 
Questions on household consumption patterns and asset holdings were 
also included in the questionnaire.
Received: 17 December 2009 Accepted: 12 June 2010 
Published: 12 June 2010
This article is available from: http://www.biomedcentral.com/1472-6963/10/162 © 2010 Onwujekwe et al; licensee BioMed Central Ltd.  This is an Open Access article distributed under the terms of the Creative Commons Attribution License (http://creativecommons.org/licenses/by/2.0), which permits unrestricted use, distribution, and reproduction in any medium, provided the original work is properly cited. BMC Health Services Research 2010, 10:162Onwujekwe et al. BMC Health Services Research 2010, 10:162
http://www.biomedcentral.com/1472-6963/10/162
Page 7 of 7
Development Programme. London.  London School of Hygiene and 
Tropical Medicine 2007.
22. Fairbank A: Sources of Financial Instability of Community-Based Health 
Insurance Schemes: How Could Social Reinsurance Help?  Technical 
Report No 024 bt Associates Partners for Health Reformplus (PHRplus) 
Bethesda MD 2003.
23. McIntyre D: Learning from experience: health care financing in low and 
middle-income countries.  Genva: Global Forum for Health Research 2007.
24. Federal Government of Nigeria: The 2005 National census Report.  
Federal Republic of Nigeria Official Gazette Abuja Nigeria 2007.
25. Background information and historical development of Enugu State:  
[http://www.onlinenigeria.com/links/enuguadv.asp? blurb = 254].
26. Background information and historical development of Anambra State:  
[http://www.onlinenigeria.com/links/anambraadv.asp?blurb=193].
27. Uzochukwu B, Onwujekwe O, Soludo E, Nkoli E, Uguru N: The District 
Health System in Enugu State, Nigeria: An analysis of policy 
development and implementation.  Consortium for Research on equitable 
health systems 2009 [http://www.crehs.lshtm.ac.uk/downloads/
publications/District_health_system_in_Enugu_state.pdf].
28. Filmer D, Pritchett LH: Estimating wealth effects without expenditure 
data-or tears: An application to educational enrollments in states of 
India.  Demography 2001, 38:115-132.
29. Global Forum for Health Research: Make It Happen: How decision-
makers can use policy and systems research to strengthen health 
systems. Based on Based on 'strengthening health systems: the role 
and promise of policy and systems research.  Global Forum for Health 
Research, Geneva 2005 [http://www2.alliance-hpsr.org/jahia/Jahia/pid/
184].
30. Jütting J: The impact of health insurance on the access to health care 
and financial protection in rural areas of developing countries: The 
example of Senegal".  Center for Development Research 2001 [http://
www.zef.de]. Walter-Flex-Straße 3 Bonn, Germany
Pre-publication history
The pre-publication history for this paper can be accessed here:
http://www.biomedcentral.com/1472-6963/10/162/prepub
doi: 10.1186/1472-6963-10-162
Cite this article as: Onwujekwe et al., Preferences for benefit packages for 
community-based health insurance: an exploratory study in Nigeria BMC 
Health Services Research 2010, 10:162